The jugular venous pressure (JVP). 


Patient tying at 45° 


a 
(a) Assessment of the JVP. The patient should lie at 45°. The relationships between the 
sternocleidomastoid muscle, the JVP, the sternal angle and the mid-right atrium are shown (b, 
€). The anatomy of the neck showing the relative positions of the main vascular structures, 
clavicle and sternocleidomastoid muscle. (See also Fig. 5.7.) 

(Figures (b) and (c) adapted from Douglas G, Nicol F, Robertson C. Macleod clinical examination, 11th edn. Edinburgh: Churchill Livingstone, 2005) 


FIGURE 5.6 


Positioning the patient i 
The cardiovascular system lends itsel 
well to the formal Ein approach. There 2 
a number of equally satisfactory methods, but the 
precise approach used is not as important as having 
a method that is comprehensive, gives the impres- 
sion of being (and is) proficient, and ensures that no 
important part of the examination is omitted. 

First, appropriately expose and position the 
patient properly and pause to get an impression of 
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detailed examination with the patients hands and 
pulses and progress smoothly to the neck, face and 
onto the praecordium. A summary of a suggested 
method of examination can be found in Text box 8.1 
on page 115. 

It is important to have the patient lying in bed 
with enough pillows to support him or her at 45° 
(see Figure 5.8). This is the usual position in which 
the jugular venous pressure (JVP) is assessed 
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main coronary 


arises from the left coronary sinus of 
Valsalva 


and divides into the left anterior descending 
(LAD), which supplies the anterior wall of the 
heart, and the circumflex (Cx), which supplies the 
back of the heart. The right coronary artery (RCA) 
arises from the right sinus of Valsalva and supplies 
the inferior wall of the left ventricle and the right 
ventricle. The coronaries are often described as the 
epicardial coronary arteries. They must run over the 
surface of the heart or they would be squashed during 
ventricular systole. 

The filling of the right side of the heart from 
the systemic veins can be assessed by inspection 
of the jugular veins in the neck (see Figure 5.6) and 
by palpation of the liver. These veins empty into the 
right atrium. 

The internal jugular vein is deep in the sterno- 
cleidomastoid muscle, while the external jugular 
vein is lateral to it. Traditionally, use of the 
external jugular vein to estimate venous pressure 
is discouraged, but the right internal and external 
jugular veins usually give consistent readings. The 
left-sided veins are less accurate because they cross 
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The patient is pastioned al about 45 degrees to the horizortal [between 

20 and 60 degrees), wherever the top of the venous pulsation can be 

seen in a good ight. 

The JV? is measured ás he vertical distance between the 

manubrcetertal angle and the top of the venous column. 

The normal NP is usually <3 crm#,0, which © equivalent lo a right atrial 

pressure of Bont,0 when measured with reference to a point micha 

between the anterior and posterior surtaces of the chest. 

e The venous patios ase not usually palpable (excep! for the forceful 
venous dsterción sesocióles with tricuspid regurgitation). 

© Compression of the right upper abdomen causes a temporary increase 

in venous pressure and makes the jugukar venous pulse more visible 
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The jugular venous pressure wave 
This consists of three peaks and two troughs (Fig. 23.11). The peaks 


are described as a, c and v waves and the troughs are known as 
x and y descents: 


The a wave is produced by atrial systole and is increased with 
right ventricular hypertrophy secondary to pulmonary 
hypertension or pulmonary stenosis. Giant cannon waves 
occur in complete heart block and ventricular tachycardia. 
The x descent occurs when atrial contraction finishes. 
The c wave occurs during the x descent and is due to 
transmission of right ventricular systolic pressure before the 
tricuspid valve closes, 

The v wave occurs with venous return filling the right atrium, 
Giant v waves occur in tricuspid regurgitation. 

The y descent follows the v wave when the tricuspid valve 
opens. A steep y descent is seen in constrictive Pericarditis 
and tricuspid incompetence. 


